Alfieri stitch; catheter electrosurgery; transcatheter mitral valve replacement A 78-year-old woman was referred with refractory heart failure. She had previous surgical mitral valve repair with a 32 Carpentier-Edwards Physio ring (Edwards Lifesciences, Irvine, California) and a polypropylene Alfieri stitch.
The heart team determined the patient unsuitable for repeat cardiac surgery or standalone transcatheter mitral valve replacement (TMVR) due to high expected risk of valve maldeployment, "watermelon seeding" malapposition, and underexpansion with severe paravalvular leak due to the Alfieri stitch. A decision was made to use LAMPOON-related techniques (1, 2) to cut the Alfieri stitch immediately before transseptal TMVR ( Figure 3 ).
The institutional ethics review board of Emory University Hospital approved this retrospective report.
Two 6-F guiding catheters were advanced from trans-femoral sheaths retrograde into the left atrium through the separate mitral valve orifices. An 0.014" guidewire was advanced from one catheter and snare-retrieved from the second to form a guidewire loop around the Alfieri stitch ( Figure 4 ). The guidewire loop was electrified and tensioned, lacerating the anterior leaflet tip horizontally adjacent to the suture. The result was a single mitral orifice in which the transcatheter heart valve was deployed ( Figure 5 ).
Blood pressure reduced transiently during retrograde catheter manipulation but not laceration, requiring intra-aortic balloon pump counterpulsation. Laceration was successful requiring 2 to 3 s of continuous duty cycle ("cutting") radio-frequency energy at 70 W. The valve was well seated with a good hemodynamic result ( Figure 6 ). The patient was discharged on day 9 with class I symptoms and no stroke.
Patients with previous Alfieri stitch or MitraClip (Abbott Vascular, Santa Clara, California) may be excluded from TMVR. We describe a technique to resect the anterior leaflet tip from the suture attachment, enabling TMVR. 
